O ccupational health nursing has its roots grounded in the commun ity. Early occupational health nurses were actively involved in providing home nursing services. They monitored and followed up on health care and the employee's adherence to "doctor's orders." The advent of workers' compensation legislation shifted the nurse' s responsibility to focus on safety (Parker-Conrad, 1988) . Ada Mayo Stewart, employed by the Vermont Marble Company in 1895, was the first occupational health nurse about whom much has been written. She recognized the need to educate employees about their own health, and integrated what was occurring in the home with the worker's life at work. Stewart conducted home visits focusing on health education and prevention, as well as providing direct care to the worker (Parker-Conrad, 1988) . She engaged in primary care and prevention-goals the health care system now recognizes as deserving rebirth.
In the past decade, businesses have begun to focus more closely on health care costs. Their initial response was to shift costs to employees in an attempt to heighten their awareness of actual health care costs. Some companies reduced benefits, but many increased deductibles and co-payments . Although this may have heightened employee awareness, it ultimately failed as a cost control measure, partially because it did not affect how health care was delivered. No incentive existed for hospitals, physicians, chiropractors, or other health care providers to look at efficiencies or inefficiencies in the actual delivery of care, nor were they educated to do so.
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As health care costs continued to rise, there were multiple pressures on employers, providers, consumers, and the government to respond to the crisis. Legislation was proposed in the early 1990s to revolutionize the way health care was delivered in the United States. While sweeping legislative changes were not passed, the private sector was motivated to accelerate the process of implementing new health care delivery systems. One of the results has been the continued evolution of health maintenance organizations and the emergence of managed care organizations (MCOs), along with the formation of hospital and physician specialty networks. All of these have experienced rapid growth.
Managed care has different meanings depending on whether one is the client, the provider, the insurer, the company paying the insurer, the MCO, or the politician. Managed care should mean developing a structure that provides incentives for collaboration among health care providers, with a focus on delivering health care that values: • Prevention. • Early intervention. • Continuity of care.
• Commitment to quality care and outcomes. • Client satisfaction (Fabius, 1995; Himali, 1995) .
Managed care is often interpreted strictly as a cost containment measure . While cost containment has long been a basic tenant of occupational health nursing, this does not negate occupational health nurses' concerns about health and safety. It simply means that the values inherent in effective, quality occupational health nursing practice can be translated into financial plans which also meet the objectives of the organization .
The Medical Director of US Healthcare, a large MCO, stated "Patient management must convert from being regulatory in nature to being educational" (Fabius, 1995) . Occupational health nurses have in depth knowledge of regulatory issues on both the state and federal levels, as well as a clinical nursing background . A traditional role of the occupational health nurse has been to recognize, identify, prevent, and manage work-related illness and injury through surveillance and related health examinations, direct care, and case management. Additionally, occupational health nurses have routinely used education as part of employee health care. If managed care organizations are serious about changing modes of client management, the opportunity now exists for occupational health professionals to take a leadership role in shaping health care delivery systems for the future.
Moving toward the future in occupational health requires occupational health nurses to be well grounded in financial realities. American Nurses Association (ANA) policy analysts estimate that 80% of the managed care plans are focused primarily on cost containment (Himali, 1995) and not on prevention, early intervention, or quality care. This is short sighted, but driven by the $884.2 billion spent on U.S. health care in 1993 (Reuters, 1995) . Despite the fact that this is the slowest percentage rate increase since 1986, it is still 2.4% faster than the gross domestic product (Reuters, 1995) .
According to some benefit consultants, the slowdown is due to the ability of MCOs to negotiate competitive contracts with hospitals and physicians (Geisel, 1995) . However, this is a naive approach, as contract negotiation does not address the underlying issue of unhealthy lifestyles, the major contributor to mortality in the United States. It is estimated that 60% of America's health care costs occur from treatment and administration of illness caused by these factors (Adams, 1995) . As evidence of this, hospital costs were $326.6 billion or 37% of the total spent on health care in 1993. Expenditures for prescription and nonhealth care durable items for the same time period was $75 billion, or 8% of total costs. Physician services, though partially preventive in nature, accounted for 19% of all health care costs (Geisel, 1995) . Clearly, cost containment solutions alone cannot be responsible for reducing costs to an acceptable level. The devaluing of the healing process, the "misguided notion that the best way to make money is to limit service" (Himali, 1995) , and the assembly line approach to care are likely to increase costs over time by negating the concept of prevention.
Occupational health nurses are poised to take advantage of the marketplace, and by doing so, reinstill the original concept of managed care. Occupational health nurses need to consider placing themselves in the position of liaison between the managed care program and the worksite. They can teach the employee self care management and, when the employee does enter the health care system, the occupational health nurse can serve to enhance access to care. Decisions of access must be based on standards of practice. When access is limited based on cost principles alone, the care eventually costs more. A simple example of this from actual practice is an employee in need of an immediate mental health referral. That individual may have poor processing skills related to the nature of the crisis, may minimize symptoms, and be unable to communicate the severity of the situation. As a member of the health care team, the occupational health nurse intervenes and the employee is evaluated and promptly entered into the system. This avoids worsening of the condition and costly, mandatory, overnight hospitalization for assessment.
Health care delivery at the worksite may be in jeopardy if not coordinated with the managed care system. OCTOBER 1997, VOL. 45, NO. 10 Without this coordination, these services can easily be seen as overhead and duplication of services. The future of occupational health nursing lies in the ability to blend the opportunities of the current marketplace with health care knowledge grounded in clinical expertise and the fundamental principles of nursing. Allowing occupational health nursing to serve only in a regulatory function is a dismissal of that expertise available to business, and ultimately to the individuals who need and deserve appropriate, quality care.
In response to the challenge to creatively look at alternative modes of health care delivery, the ANA and the American Association of Occupational Health Nurses (AAOHN) worked together to develop effective models for worksite health care delivery as part of Nursing's Agenda for Health Care Reform. The subsequent monograph (Burgel, 1993) presents five models (see Table) . The remainder of this article is a case study based on Model 2, demonstrating how occupational health nurses can take advantage of the changing face of health care and influence the quality and the manner in which health care is delivered.
CASE STUDY
A major corporation is engaged in the manufacture of health care products, agricultural products, textiles, and other industrial products. The company has a long history of commitment to social, environmental, and business responsibility. This commitment has included health care for workers as an important and essential benefit. One example of a health service organization developed for a division of this corporation is described using Model 2. The model components include: • Direct care services. • Case management. • Compliance with occupational health and safety standards. • Worksite analysis. • Employee assistance programs. • Health promotion and disease prevention (Burgel, 1993) .
Company management was open to evaluating alternative structures for on-site health care delivery. At the time of initial assessment in 1989, a basic health service was in operation, with a physician routinely scheduled to be on-site 6 hours per week to provide care for employees with common health problems. The presence of an on-site physician was an outgrowth of a commitment to worker health. In addition, management believed that health care management of simple, uncomplicated health problems served not only the employee, but also the business. On-site health care delivery kept the employee at work when appropriate, saving both the employee and employer time and money.
As part of the initial assessment to determine whether a nurse managed model for health care delivery was desirable, an analysis of previous health service logs revealed that greater than 85% of all contacts were for minor, self limiting illness. Additionally, the health service required preplacement physical examinations for all new employ- This model is appropriate for a small business, a business with limited resources and/or one with few workplace hazards. The occupational health nurse serves as the in house expert on health related issues, including benefit and policy development.
MODEL 2: The multiple nurse unit, on-site
Ideal for medium to large employers. This model focuses on primary care and prevention, in addition to work related illness and injury. The majority of essential services are offered on-site.
MODEL 3: The consortium model: company coalitions
This model focuses on the economics of scale and greater flexibility that can be had by bringing groups of small employers together, and providing health care services from a centralized location. It offers the opportunity to more easily expand services to families.
MODEL 4: Large employers with outreach to smaller companies
This model expands the services of Model 2. The health service is operated by the large employer with contractual agreements for providing services to smaller employers. This creates a revenue producing unit for the larger employer.
MODEL 5: The occupational health nursing consultant
This is an outreach model in which the occupational health nurse provides periodic on-site services for companies in sparsely populated geographic areas. The occupational health nurse also contracts with community providers, such as the local hospital to provide essential services.
Adapted from Burgel (1993) ees prior to the first day of work. As the physician was onsite for only 6 hours per week, physical examinations for new employees were scheduled off site at the contract physician's office. Because the business was in a hiring mode, the off site physical examinations cost a substantial amount. The nurse managed health service was created when management realized that the same services could be provided using a different delivery structure.
The business example explained here uses a model in which more than one nurse is present on-site. Initial staffing consisted of two ANA certified adult nurse practitioners (ANPs) one OHN, and one secretary. One ANP, experienced in occupational health , acted as the manager. The other ANP provided the majorority of the clinical care. The OHN had major responsibility for coordin ating health promotion programs, as well as short term disability. The ANP manager contracted with a physician to collaborate on treatment protocols and review and co-sign records when appropriate .
As the corporation already has a history of providing simple primary care services by the contract physician on-site, this service was continued and expanded by the ANPs. Worksite safety and regulatory issues are handled collaboratively. All services are quantified as direct savings or cost avoidance .
Direct Care Services
Direct care services provided by the ANPs include assessment and health care management of on-site injury and illness prior to referral. For example, if a cumulative trauma disorder such as carpal tunnel syndrome is diagnosed, the individual is started on non-steroidal antiinflammatory medications, fitted with a cock-up splint, and evaluated for modified work duty and/or an ergonomic change to the specific work area. In the best case scenario, the employee continue s in the same work area and the symptoms resolve. If the symptoms worsen, even despite modified work and health care treatment, the employee is referred to a specialist.
Common primary care problems frequently evaluated include upper respiratory infection , dermatological conditions , and urinary tract infection s. This area of care delivery expanded rapidly. Employee s now view the onsite health care delivery as a convenience, as well as cost and time savings, i.e., hourly employees do not have to schedule time off from work to see their personal health care provider for a minor problem . Though chronic disease monitoring can be quite extensive, blood pressure and blood glucose checks are two monitoring activities easily provided on-site. Encounters related to these health needs are seen as opportunities for education and for encouraging employees to establish relationships with outside providers. The health services function is designed so that it is not seen as a replacement for the employee's personal provider, but rather as an adjunct to enhance care. This design is congruent with the management's philosophy, which highly regards its relationships with customers, primarily physician s, and other health care specialists. Management wants to avoid the perception of competition with local health care providers.
Initially, the employee population was primarily young and greater than 60% female. Maternity leave was the most common reason for short term disability. Thus, many services were developed around child bearing issues. As a result, a program of on-site prenatal services was begun. These services include a series of classes such as: • First, second and third trimester question and answer sessions with solutions. • Newborn characteri stics. • Breastfeeding. • Exercise.
• Nutrition for a healthy pregnancy.
If the mother elects to breastfeed, a home visit is made by a certified lactation specialist following the birth. When the employee returns to work, a special room with an electric breast pump is provided for breastfeeding mothers so that they can continue to provide breast milk for their infants. Though this particular program has been difficult to quantify in terms of savings, it has more than paid for itself in terms of employee goodwill, media attention, and positive community response.
The description of direct care in Model 2 (Burgel, 1993) also includes on-site child care, assessment and management of pediatric illnesses, and child care services such as immunizations. These services can be added at a later time if the health services team and management are convinced of the need, and when money is available.
Case Management
The second component of the Model (Burgel, 1993) is case management.
Case management is the process of coordinating an individual client's total health care services to achieve optimal quality care delivered in a cost effective manner. The process integrates assessment, planning, implementation, and evaluation components (AAOHN,1994 ).
In the case study example, case management is integral in both short term disability for personal health problems, as well as for work related injury and illness. Common reasons for disability might include surgery, complications of chronic disease, or non-work related injury resulting from trauma. Guidelines for length of disability have been established by experts (Reed, 1993) . For example, orthopedic surgery disability estimates are determined by orthopedic specialists. When an employee exceeds these guidelines, the occupational health nurse works with the health care provider's office to assess complications that may be extending the disability time. Early intervention with the employee and the employee's health care provider can ease the transition back to work.
A dramatic example of case management at the case example company is of an employee involved in an automobile accident who sustained a C l-C2 fracture. The injury resulted in ventilator dependence and quadraplegia. The occupational health nurse went to the hospital as soon as the employee was stable, collaborated with the occupational therapist, physical therapist, physician, and, most importantly, the employee and her family to determine the employee's motivation, desire, and capability for return to work. The occupational health nurse worked with engineers at a local university to help design a work station for the employee. The employee was set up as a data entry operator using a "sip and puff" method which allowed her to operate the computer keyboard and page turner using her mouth. Though she ultimately did not survive, she had the opportunity to continue to contribute in her role as a valued employee.
An example that better meets the definition of case management in terms of coordinating the individual client's total health care is one in which an intravenous (IV) line OCTOBER 1997, VOL. 45, NO. 10 was inserted weekly for an employee. The employee has Type I diabetes and had ongoing experimental treatment in an effort to allay developing retinopathy. As a result, IV treatments were administered every weekend in a hospital clinic. She asked the on-site health service to insert the IV access for her. This was accomplished until the veins became so sclerotic that IV access required multiple needlesticks. Not to be defeated, the occupational health nurse sought out alternatives. Peripheral intravenous catheters (PIC) were in use at a local pediatric hospital. The clinical nurse specialist from the hospital came to the worksite to educate all occupational health nurses about the technique. For a year, the occupational health nurses inserted PIC lines, which lasted from 4 to 12 weeks, saving the employee and insurer up to $500.00 per week because clinic visits were no longer required.
A more common scenario, but no less important, is of an employee with chronic back pain. To allow for the employee to alternate sitting and standing, a sit/stand workstation, along with an adjustable computer monitor and keyboard, was added to the employee's work module. Additionally, in a case such as this in which chronicity is possible, it is also important to include family involvement. Energy focused on returning the employee to work without assessing family issues surrounding the employee may decrease the probability of return to work. Without looking at the system, i.e., the family at home and the family at work, case management is self serving for the employer or insurer. As a result, complete client satisfaction is not achieved.
Case management may provide the greatest potential for growth in occupational health nursing. It is a method that works together with managed care to maximize health care services and also achieve client satisfaction. Individuals with poorly managed, chronic conditions respond to successful case management. For example, nursing intervention for an employee with asthma, who has two or more emergency department visits and hospitalizations, consists of intensive teaching about medications and self monitoring. This may result in increased health, increased quality of life, and decreased costs by lowering the rate of hospital admissions and employee absenteeism while improving employee productivity (Fabius, 1995) .
Case management links cost and continuity of care. Consumers in today's society have learned to be discriminating and expect service. An occupational health nurse who understands the societal factors driving costs, as well as the concept of clinical quality and excellence, can achieve the goals of cost containment and client satisfaction through coordinating services to meet expectations.
Occupational Health and Safety Standards
The third component of Model 2 (Burgel, 1993) is compliance with occupational health and safety standards. This can be quite complex, depending on the workplace exposures. Compliance is best achieved through a multidisciplinary process involving industrial hygienists, safety specialists, and others who can provide a broad base of information. Workplace exposures might also require con-sultation with a toxicologist, pharmacologist, or an ergonomist. The type of consultants used may vary based on the potential workplace exposures. The critical issue is that compliance and program implementation cannot be achieved without knowledge of the regulations.
In the case example, a current regulated area is noise exposure. A few production areas fall into a noise exposure level between 85 decibels (dB) and 90 dB. Eighty-five decibels initiates an action level at which protective hearing devices are required. Exposure to a consistent level of 90dB requires a mandatory hearing conservation program. Currently, a baseline audiogram is performed upon hire, and the employee is monitored on an annual basis, as well as when a process change is made. Hearing protection is provided to employees along with education about its use.
Worksite Analysis
Worksite analysis, the fourth component of the model (Burgel, 1993) , goes beyond the minimum required to meet federal and state regulatory compliance. At a minimum, it involves ensuring safety, which mere compliance with regulations does not always achieve. At best, it is maintaining and promoting both physical and mental health.
Although worksite analysis can be conducted for any number of reasons, worksite analysis at this case example corporation was implemented to improve job procedures for safety and productivity, as well as educate management about the impact of these hazards. In the early days of hazard identification, cumulative trauma was believed to be exaggerated by an overzealous health services staff. Initial evaluation began with a videotape of specific work processes. Picking up small, less than 1 oz. objects and placing them in a tray seemed inconceivable as a source of musculoskeletal maladies. However, slowing the videotape suddenly clarified the situation. The ulnar deviation of the wrist that could not be seen, either in person or at regular speed on a video, became dramatically apparent.
Presently, a job is described with a series of photographs and a detailed description of the process and measurements. Questions about objective measures which need to be addressed include: • What is the cycle time from the beginning to end of the discrete task? • How many times is a particular movement performed? • Is a production standard required?
An important but often neglected question in worksite analysis is: How does the person doing the job perceive it? The worker is the person who can best tell the occupational health nurse where the area of most bodily stress exists. The worker is also the individual who often comes up with the most ingenious solutions to work stressors.
Worksite analysis is of little value unless control strategies are investigated, designed, and implemented. The ideal is to eliminate the hazard. However, this is often impossible and/or unrealistic. Other control strategies which can be used are:
• Substitution-when a chemical substance can be replaced with a less toxic one, or a device better suited can be used.
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• Engineering-removal or elimination of the hazard, which could be achieved through automation.
• Administrative-use of job rotation, enforcement of safety practices, training in proper use of equipment.
• Personal protective equipment (PPE)-use of equipment by the individual worker, designed to reduce the exposure from a particular hazard. Use of safety glasses, respirators, and ear plugs are common examples of PPE (Rogers, 1994) .
Although this is a simplified explanation of control measures, evaluation and control of worksite hazards are fundamental principles of occupational health practice.
Employee Assistance Programs
Employee assistance programs (EAPs) comprise the fifth component of this nurse managed, primary care delivery model (Burgel, 1993) . Although EAP services can be offered on-site, confidentiality is often a concern. Employees may feel that discussing physical issues is much easier than discussing family or emotional issues, even with a nurse. Therefore, EAP services can be contracted with an outside provider with whom a close working relationship is established. Because the occupational health nurse is a health care provider, not a direct Human Resources staff member, the EAP provider can exchange limited information with the occupational health nurse to better serve the employee. Confidentiality is preserved using this approach.
Counseling is a natural expansion of the nurse's role. Emotional problems and work anxieties often come to light in the process of providing a routine clinical exam. The occupational health nurse is often best situated to recognize when a person is "troubled," to help that individual access "the system," and to serve as the worksite contact for the employee's outside counselor and the employee. Because the occupational health nurse serves as the employee advocate, the nurse often is the mediator between Human Resources or the employee's supervisor. This does not imply that confidentiality is not maintained. It is the employee who governs the information shared with the employer, or whether any coworkers are brought into the communication loop. When needed, the occupational health nurse serves the employee as the "point person."
Contracting with an EAP or for any health care service is an important part of the occupational health nurse's responsibilities. The nurse needs to become involved in external contract management to achieve clinical excellence and affect the financial bottom line for the company. The occupational health nurse establishes expectations in the initial phases of negotiation (Pfeiffer, 1994) . For EAPs, these expectations might include guidelines for a specified number of sessions allowed for particular problems, or the decision that all employees are entitled to the same number of sessions regardless of the nature of the problem.
Outcomes of short term EAP counseling need to be measured: • Was the referral problem resolved? • Did the employeerequirereferralfor longerterm therapy?
• Was hospitalization required? • Were community services accessed? • How does use of EAP services affect the cost or number of claims for mental health care? Whether the EAP is offered on-site or off, it is a service increasingly seen as necessary rather than optional. The occupational health nurse is well qualified to be the on-site individual managing this service from both the contract and clinical perspectives.
Health Promotion/Disease and Injury PreventIon
The final component of the ANAlAAOHN model (Burgel, 1993) is health promotion and disease and injury prevention. Although the occupational health nurse has long promoted wellness at the worksite, this role is often not recognized. Wellness or health promotion programs were traditionally seen as "window dressing," not as an investment in health which can affect escalating health care costs. With the advent of managed care, many companies as well as MCOs are channeling more resources into this area. Health promotion programs at the case example company include on-site aerobics, first aid and CPR classes, mammography screening, nutrition/weight management, smoking cessation, and health risk assessment (HRA).
In the case study example, it is believed that the HRA can serve as a way to do a functional personal risk assessment. To accomplish this, health service team members worked with a vendor to create a customized HRA for this employee group, as opposed to use of a "canned" approach. The HRA became more than just a questionnaire and includes periodic clinical services based on the Clinician's handbook ofpreventive services (U.S. Department of Health and Human Services, 1994). For example, hemoccult testing is advised at age 40; therefore it is included. Family history also may indicate the need for additional laboratory testing. For instance, a 40 year old man with a family history of prostate cancer may have a prostatic specific antigen added to the blood profile. The program is flexible. When guidelines are changed to indicate that routine screening is not valid, testing is changed to reflect that.
HRAs have been shown to be effective in assessing individual health risks and behavior, as well as in planning health education activities. Potential economic benefits of using HRAs include decreased insurance claims, better choices in health care resource utilization, and absenteeism reduction when health education is included as part of the HRA (Adams, 1995) . Credit dollars can be given when employees participate in the HRA. These credits reduce the annual dollar amount of insurance premium the employee pays. The HRA can be used to evaluate its impact on individual behavior, as well as its impact on the health of the company as a whole. These measurements can also be used to help guide the future of the program.
COST-BENEFIT CONSIDERATIONS
Although the description of the application of this model at the case example company is somewhat simpli- OCTOBER 1997, VOL. 45, NO. 10 fied, it exhibits "the strengths of this nurse driven model, which are: • Accessibility of health care at the work site. • An expanded approach to case management. • A more comprehensive health promotion program" (Burgel, 1993) . The challenge is to expand personal health services to coordinate with the core of occupational health, which ensures a safe and healthy worksite (Burgel, 1993) .
Can a nurse managed service on-site be cost justified? The figures speak for themselves. For the example company, a daily health service log captures the activities and services into four categories: clinical, diagnostic, treatment modalities, and educational and administrative functions. Costs are assigned to these as either direct savings or cost avoidance. For example, a direct saving could be the cost of a urinalysis on-site vs. one in the physician's office; or the direct cost saved by performing physicals on-site. Cost avoidance examples include: a clinical NP visit on-site vs. going to the urgent care center, and case management on-site vs contracting with outside vendors. The savings generated by the on-site service were $734,000 for 1994. This is a dramatic achievement and selling point for an on-site health service.
At the time of the development of this model in 1989 and 1990, managed care was not a significant player in the southeastern United States. Therefore, when the company self insured through a managed care organization in 1994, some changes were made to help avoid duplication of costs. For example, through the network, a mechanism was put into place for approval and billing of the blood work collected at the on-site health service. Results are automatically sent to the primary care physician if the employee has designated one. Also, prescription medications called in under protocol by the ANPs are covered under the new health care plan.
The example company has two sites, one manufacturing and the other primarily administrative or office functions. The primary care caseload at the latter site is extensive, partly because of the time saved by the employee and the easier access to care. However, it is the relationship that the employee develops with the ANP that appears to be of greater significance. In this setting, the ANP truly knows the employees as individuals within the context of their daily lives. In most cases, the ANP is not duplicating the efforts of a network provider, because the MCO is a point of service plan, in which the employee does not have to designate a primary care provider. Rather, many employees use the on-site ANP in that role. The ANP has the opportunity to provide ongoing education and case management as appropriate. Continuity of care is preserved. When a referral to a specialist or other network health care provider is indicated, the ANP provides that health care professional with the history and details of the individual's condition.
The health care provided under workers' compensation did not change as a result of the new health care plan implemented in 1994. The workers' compensation plan already followed a managed care/case management model. The initial care and follow-up case management Nurse Managed Occupational Health Services A Primary Care Model in Practice.
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CONCLUSION
The role of the occupational health nurse is changing. Occupational health nurses have the opportunity to realign the system to respond to the community. O'Brien (1995) is provided on-site, with referral to a panel provider when indicated. Physical therapy for work related injuries is also available on-site through a contract service, which assures continuity of care.
Though total duplication of effort cannot be eliminated, Health Services is valued by management as an important component of truly integrated care. A continuum does exist.
1.

2.
3. AAOHN Journal 1997; 45(10), 484-490 Managed care focus on delivering health care which values prevention, early intervention, continuity of care, commitment to quality care, and outcomes, as well as client satisfaction. Occupational health nurses routinely integrate these values into their practice.
4.
An on-site model of primary health care delivery, incorporating the fundamentals of occupational health nursing, can bring significant savings to the organization in health related costs.
Case management may provide the greatest potential for growth in occupational health nursing. It is a method that can be used together with managed care to maximize quality health care services.
Viewing health related costs as an investment as opposed to part of a benefit plan, influences employees to make positive choices. It also impacts the delivery of health care services on a systematic, global level, which affects total health care costs.
defined nurses as those who help individuals influence their environment as opposed to the traditional definition focusing on nurses assisting clients to cope. If employees have the tools to communicate with the insurer and health care provider about their state of health, then the control starts to shift to the individual seeking the care, and no longer rests solely with the provider and the payor.
Currently, the occupational health nurse is a major player in initiating worksite health and safety by communicating with employees as both individuals and as company representatives at all levels of the organization. By providing primary care at the worksite, the occupational health nurse has the opportunity to return to the roots of occupational health nursing: preventive services, case management, perhaps even home visiting, but more importantly, teaching employees about how to influence their environment. The occupational health nurse as manager, who does contract negotiation and delivers services as part of an overall system, influences health on the global level.
Viewing health related costs as an investment, as opposed to part of a benefit plan, broadens the perception of health care services. Using cross functional involvement from Finance, Human Resources, line managers, and employees in cost containment and quality efforts is a role occupational health nurses can assume as they reach their potential.
